The patient was treated with acyclovir 750 mg t.i.d. intravenously for 10 days with complete healing within 2 weeks with slight scars. The diagnosis of gangrenous chickenpox with atypical clinical and histopathological findings was performed based on clinical, microbiological, and histopathological findings.
Introduction
Varicella (chickenpox) is a highly contagious disease caused by varicella zoster virus (VZV). The primary infection results in acute varicella with fever, malaise, and a widely disseminated vesicular and itching rash, frequently solving with scars. The rash begins on the face, scalp, and trunk and occurs in crops; typically, lesions are at different stages of evolution. The oral mucous membrane is frequently involved, with small painful ulcers [1] . Histopathology is characterized by intraepidermal blister, acantholysis or necrosis of the epithelium, and lymphoid infiltrates. Infected cells show characteristic viral cytopathic effects with ballooning degeneration, eosinophilic cytoplasmic inclusions, and glassy, eosinophilic, nuclear inclusions with marginated chromatin, often with multiple nuclei [2] .
Case History
A Ghanaian 30-year-old male, living in Italy for 3 weeks, presented with several vesicles with central umbilication and scabs, sometimes with central necrotic eschar, involving the face, trunk, and limbs but not the scalp (Fig. 1a, b ). Oral mucosa was undamaged. The skin rash had started 1 week before on the thighs and had spread within 5 days. It was preceded by fever (37.5 ° C) and cough 2 weeks before, unsuccessfully treated with amoxicillin and clavulanic acid (1 g b.i.d. for 6 days). Multiple lymphadenopathies were present. The patient denied previous illness, except for malaria that had occurred 10 years before.
Laboratory tests showed absolute monocytosis (630/mL; 11.5%) and increased inflammatory markers (erythrocyte sedimentation rate 62, C-reactive protein 5.3 mg/dL). Chest X-ray was negative. Real-time RT-PCR revealed presence of VZV DNA both in vesicle liquid (1,816,923 copies/mL) and blood (2,495 copies/mL). Serology for hepatitis B and C virus, HIV, and syphilis, RT-PCR for monkeypox from blood, SeptiFast, and Quantiferon were negative.
Skin biopsy revealed massive necrosis of the epidermis and papillary dermis, with peripheral neutrophilic infiltrate and slight koilocytosis involving keratinocytes near to necrotic epidermis and hair follicles in the lower dermis ( Fig. 2a, b ). Immunohistochemical stains showed massive CD3+ lymphocyte infiltrate, both CD4+ and CD8+, and several CD68+ histiocytes. VZV was also isolated in a skin cell culture. 
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